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DEFICIENCY)
N 002 1200-8-6 No Deficiencies N 062
Based on observations, testing, and records
review on 2/18/14, it was determined the facility
was in compliance with the Life Safety Code
requirements of the Tennessee Department of
Health, Board of Licensing Health Care Facilities
and Chapter 1200-08-06 Standards for Nursing
Homes and its referenced publications. [
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